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STATEMENT FOR DETERMINING CONTINUING ELIGIBILITY
FOR SUPPLEMENTAL SECURITY INCOME PAYMENTS

FRIVACY ACT/PAPERWORK ACT NOTICE: | understand that my responss 15 volumtary but: (1) that the mformation requested bedos is needed 1o detenmmne my
continuing eligibility 1o Supplemental Security Income and or State supplementany payvments and may resalt in an adjustment of my pavment: {2 that thas informistion mas
be used i determiming my <ligibility Tor State Medicaid or Social Services, and (3 that mo further benefis can be pad under 1he Sapplemental Securiy Income or Slale
supplemental programs unless this form is completed and fled as required by existing law and regulations (section 1611¢) of the Social Security Act and regulations

20 CTFE 416 2047 The routime usex Tor the mformation chiained are fully explaimed and published anneally i The Federal Begister, The Social Secorny Admmstratien
wiall further explam these uses oo reguiesl.
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RETURN THIS FORM WITHIN 30 DAYS LANGFREF:
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SOCIAL SECURITY NUMBER (55N} HUSBAND S/WIFE'S NAME

HUSBAND S/WIFE'S SOCIAL SECURITY NUMBER

IF YOUR NAME AND ADDRESS SHOWN ABOVE ARE NOT CORRECT, CROSS OUT THE PART
THAT IS WRONG AND WRITE IN THE CORRECT INFORMATION

I understand that the Social Security Administration will also compare its records with
records from other State and/or Federal agencies to make sure | am paid the correct amount
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PRINT ANSWERS LIKE THIS » OR LIKE THIS » ]
0(1|2|3 |4|5|6|T7|8]|9 X
.  Since L2/2002 . have vou moved to a new address? Yes o
IF=YES". please give: - :||
NEW ADDRESS MOME N.-';'-.D DATE(S) YOU honth Dax T ear
MOVED

2 Since L2720 IZI:E“  have vou spent a full calendar month in 2 hospital,

nursing home, other institution or any place other than where vou live? 3 Yos Mo
{Include tnps outside the LTS If “wes” were you i1
[] Hospual [[] Wursing Home [] Institution [ Outsde U8 [7] Cxkher - |
DATE(S) ENTERED: DATE(S) LEFT:
Wlonth {3 Mo Momth Ly Y
I
SAMESE) AND ADDRESS(ES ) OF INSTITUTIONS) NONE Na [
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